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S INCE Waldeyer found that in all cases of primary carci¬ 
noma of the stomach, the malignant growth derives its 
origin from the epithelial elements of the mucous membrane, 
the pathological anatomy of the disease has been greatly sim¬ 
plified. The pathogenesis and aetiology have also been brought 
to a high degree of perfection by the comprehensive work of 
Brunton and of von Winiwarter. All the advances made in 
the treatment of this disease during the past five years are 
based upon the above mentioned works. The progress that 
has been made lies purely within the domain of surgery. The 
internal therapeutics have scarcely progressed, either in the 
way of relieving the sufferings of the patients, or of lengthening 
their lives, and least of all in the direction of a radical cure. 
We may justly claim, however, that surgery has made ad¬ 
vances in each of the three directions indicated, with a small 
but certain degree of success. The operations which have 
been performed are mainly three : (l) pylorectomy, (2) gastro¬ 
enterostomy, (3) Loreta’s operation ( dilatation of the pylorus 
after gastrotomy). All of these have been fully reviewed in 
the Annals of Surgery and need no further description here. 

My own experience with these operations has been limited. 
I have performed seven laparotomies in cases of cancer of the 
stomach, the intention being to do one of the three operations; 
and, only in one case were the conditions revealed by the ex¬ 
ploratory incision such that I felt justified in proceeding far¬ 
ther. This was a case of pylorectomy which ended fatally 
nineteen hours after the operation. The other six cases were 
in no way influenced by the laparotomy either for better or for 
worse. 
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Early in the present year I began a careful study of the 
pathological anatomy of cancer of the stomach, being princi- 
pally guided by the two works above cited ; also by a study 
of all the literature which has accumulated as a result of the 
surgery practiced on this disease; and by holding autopsies on 
all the cases that I could obtain. A list of these works is ap¬ 
pended. 

I soon found that any operation, aiming at a radical extirpa¬ 
tion of the disease in all cases, was intrinsically absurd. Not 
because the disease is essentially incurable, but because in 
the majority of cases that seek assistance at our hands, the 
disease has ceased to be a local one, and a radical extirpation 
is entirely out of the question. This fact has, of course, been 
well understood for a long time, and has had a paralyzing ef¬ 
fect upon the efforts of surgeons. The most plausible operation 
which has been suggested in these cases is Wolfler s gastro¬ 
enterostomy. This operation has found but little favor, because 
few are willing to undertake a surgical feat of this magnitude, 
in a case which they know to be doomed at all events. The 
operation is in itself a masterpiece, requiring great skill on .. e 
part of the operator. 

The history of surgery has proven that all operations which 
subject a patient, already doomed to certain death, to great 
additional danger of suddenly losing life, and which offer no 
chance for a radical cure, have found little favor among the 
profession, and will not be recommended. This is the reason 
why gastro-enterostomy has been done only a few times. 
To give a definite mortality rate is impossible, because the ma¬ 
jority of fatal cases have never been published. 1 Loreta’s op¬ 
eration has only been done eight times, and with so little suc¬ 
cess and such poor satisfaction that in cases of cancer it 
should be totally abandoned. This operation may be of value 
in certain non-malignant strictures of the pylorus, and will 
probably be retained for this class of cases. 

The above observations and facts give a correct view of the 


am told by a surgeon who recently visited European universities that nearly 
every operator has tried it once or twice, but I can find no records of cases. The 
mortality of published cases is given as 62*/2% in a recent publication. 
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question as I found it. Let us now take up my own investiga¬ 
tions and results. It is known that one-half of all cancers of 
the stomach start near the pylorus, and that in nine-tenths of 
all cases they have a tendency to grow towards the lumen of 
the stomach. In the beginning the mucous membrane is the 
seat of the disease, the sub-mucous, loose connective tissue is 
next attacked, and only in the last stages are the muscular and 
serous coats invaded by the neoplasm. These facts hold good 
especially in cases of scirrhus and medullary cancer. The al¬ 
veolar or colloid cancer, which is the rarest form, seems to at¬ 
tack the submucous tissue and the serous or subserous tissue 
almost simultaneously. 

Koster says that in this variety of cancer, the muscular layer 
separates two groups of flat tumors, the one projecting on the 
mucous membrane, the other on the peritoneal surface. It is 
conceded by all observers that the muscular layer offers the 
most resistance to the spread of all varieties of cancerous 
growths. In fact, it becomes much hypertrophied iu the ma¬ 
jority of cases, and only yields to the invasion of the carcinoma 
by an ingrowth of the malignant tissues between the fibres. 

Primary sarcoma of the stomach, which is known to origi¬ 
nate in the connective tissue is very rarely found, and cannot 
be diagnosticated except by microscopical examination. 

The important point which I wish to call attention to is, that 
cancer of the stomach originally grows inside the muscular layer 
towards the lumen of the organ. The earliest symptoms of the 
disease can be accounted for by remembering this fact. A 
growth which partially fills up or projects into the stomach, 
will cause symptoms of stricture exactly in proportion to its 
proximity to the pylorus. It will also tend to ulceration and 
sloughing and consequent haemorrhage, according to the 
amount of obstruction which it produces. Symptoms of this 
kind will precede those of cachexia in the majority of cases. 
We cannot here enter upon a discussion of the treacherous 
and chameleonic symptoms of cancer of the stomach, which 
complicate such cases. The discussion of these has lost most 
of its interest for us since we can perform laparotomy for diag¬ 
nostic purposes. 

In order to clearly formulate the second premise which led 
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me to the proposal and execution of my operation to be de¬ 
scribed below, I would for a moment call attention to our 
treatment of cancer of the uterus by curetting. All sur¬ 
geons have met with large numbers of cases of cancer of the 
uterus which come into their hands in an advanced state. The 
vagina is more or less filled up with a cancerous mass, some¬ 
times sloughing or discharging a septic, ichorous liquid. In 
some cases the patients have been much reduced, show signs 
of cachexia either complicated by profuse and frequent haem¬ 
orrhages at long intervals, or perhaps by slight continuous 
bleeding. In a number of cases of cancer of the stomach, a 
precisely similar picture is presented when that organ is laid 
open at the autopsy. I have in the past year seen six cases 
that would answer this description. The resemblance in some 
cases was most striking, and I am free to confess that the op¬ 
eration which is the subject of this paper was first suggested 
to my mind by these observations. I need not dwell upon the 
great benefit, both in regard to alleviating suffering and 
lengthening life, which the careful and thorough ividcment of 
cancer of the uterus by means of sharp and blunt curettes, 
constantly affords to our patients. It is the only rational 
treatment of cancer of the uterus where the total extirpation is 
no longer possible, and is so universally adopted by all sur¬ 
geons and gynecologists as the best expedient that it requires 
no additional arguments here to establish its usefulness. 

In order to avoid repetition I will state what my operation 
is and give a detailed description in connection with a history 
of two successful cases. The operation consists in performing 
gastrostomy , after which the cancerous growths arc removed from 
within the stomach by means of curettes or other suitable instru¬ 
ments. 


Case I.—Mr. H. C. et. 48, fanner, clear history of tuberculosis in 
his family, had been puny and poorly developed up to the age of 21, 
then grew stronger and enjoyed good health up to one year ago. He 
began to complain of dyspeptic symptoms, for which he was treated 
by Dr. Ligget for nearly six months getting more or less relief. After 
this period pain after egting and pain on pressure over the epigastric 
region were constantly present. His pain was always greatly relieved 
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by eructation of gas. During the last three months he has vomited 
with great regularity nearly every day. The substance thrown up was 
the characteristic coffee-grounds ; sometimes there was fresh-looking 
blood mixed with the vomit. The vomiting occurred, as a rule, about 
three hours after dinner. The appearance of the patient was plainly 
cachectic, he had lost more than twenty pounds during the year. The 
examination of the abdomen revealed a movable tumor apparently as 
large as the fist. From this history and examination there could 
scarcely be a doubt as to the diagnosis. 

I proposed an explorative laparotomy, with the understanding that 
any further procedure should depend on what we might find. The pa¬ 
tient readily agreed to leave the whole thing to my judgment, and 
would not listen to any detailed explanations of the surgical possibili¬ 
ties. 



Fig. i.—Cancer of Stomach, Case I. 

On June 5, after the usual preparations, X proceeded to do the op¬ 
eration. The incision was made, beginning one and one-half inches 
to the left of the linea alba and one inch below the ensiform process 
parallel to the border of the ribs and extending towards the left about 
three and one-half inches. After reaching the abdominal muscles I 
proceeded down to the peritoneum with as little cutting as possible. 
Only about one-half inch of the rectus was cut through and the fibres 
of the obliqui and their aponeuroses were more tom through than 
cut, my object being to leave as much intact muscular tissue around 
the artificial mouth as possible. The length of the incision through the 
peritoneum was not quite two inches. The anterior wall of the dis¬ 
tended stomach presented itself in the incision. By introducing three 
fingers into the abdomen the tumor was easily felt and its size made 
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out (see Fig. i). . The examination proved also that the tumor was ad¬ 
herent to the pancreas and that numerous epiploic lymphatic glands 
were enlarged and indurated. Pylorectomy was impossible and I pro¬ 
ceeded at once to perform gastrostomy. In order to determine what 
part of the stomach would most easily adapt itself to the incision with 
the least possible tension on the organ, I pushed a fine trocar into the 
stomach and allowed nearly all the gas to escape. After withdrawing 
the canula, a point indicated by the dotted line in Fig. i, presented 
itself in the incision. The lips of the incision were now drawn wide 
apart, the parietal peritoneum was caught up by four fine sutures and 
drawn out, as is well shown in Fig. 2, to the point where the knot of 



Fig. 2.—Diagram Showing Method of Fastenimg Stomach to Abdom¬ 
inal Wall. 


I, skin; 2, subcutaneous fat; 3, muscles; 4, parietal peritoneum; 5, peritoneum of 
stomach; 6, muscularis; 7, mucosa; 8, buried catgut suture uniting the two peri¬ 
toneal surfaces; 9, silk suture uniting skin, mucosa, etc. 

the catgut suture is represented. The wall of the stomach was next 
grasped by a bullet forceps, the two prongs of which are so blunt that 
they will not perforate the tissues but will pinch it up securely and 
draw it out so that the apex of the tent will be somewhat above the 
level of the skin. While the stomach was -held in this position fifteen 
catgut sutures were applied on each side attaching the stomach se¬ 
curely to the parietal peritoneum and the deeper layers of the mus¬ 
cles. (See Fig. 2). As many sutures as can reasonably be crowded 
into the available space, say one-eighth of an inch apart, should be 
used so as to insure perfect closure and even adaptation. Only the 
serous and muscular layers were included in the sutures. After this, 
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I irrigated the whole wound with a 5% solution of carbolic acid.' This 
strong solution was chosen because I intended to thoroughly coagulate 
or. as it were, slightly cauterize all the exposed surfaces and tissues. 
After a'few seconds all exposed tissues showed that well known whitish 
decoloration which follows the use of any strong antiseptic solution on 
living tissues. The object of this was to prevent any infection in case 
some of the contents of the stomach should come in contact with the 
wound. The smell of the escaping gas had proven that the contents 
must be very foul. Before opening the stomach, four or five deep 
sutures, uniting the angles of the abdominal incision, were inserted but 
not tied so that the remaining central opening could easily be made to 
correspond to the fistula of the stomach in size and thus facilitate the 
application of the silk sutures (Fig. 2). The stomach was opened by 
thrusting the sharp point of a scissors blade near the median end of 
exposed elliptical piece of the stomach and cutting this viscus open to 
the extent of about one inch and a half. The two lips were seized by 
tenacula and drawn up while a sponge was placed between them to 
prevent the escape of any contents. There was but very little oozing 
of blood from the cut mucous membrane and none at all from the 
other coats. By drawing up the lips of the stomach incision and by 
drawing down the lips of the skin incision a smooth artificial os was 
easily established by means of thirty-six silk sutures applied as is 
shown in Fig. 2. 

The stomach was next carefully washed out with warm water, per¬ 
haps one gallon being allowed to Bow in and out. The index finger was 
then introduced and felt a soft easily broken growth nearly filling up 
the pyloric end of the stomach but leaving the minor curvature intact. 
(See Fig. 1). The stomach was now well contracted and contained 
nothing but the tumor. I introduced ray middle finger and with the 
two fingers began to tear away the masses of the growth and in this 
way removed over one-half of the entire mass. The stomach was full 
of blood, and blood was fast pouring out of the fistula along my fin¬ 
gers. I had often seen this fearful hsemorrhage follow the curetting 
of a uterine or rectal cancer and was not alarmed, knowing that it 
would promptly stop when the contractile and healthy tissue was 
reached. By means of the largest sizes of Simon’s sharp spoons I 
scooped out all the soft masses until a grating noise was produced by 
the instruments against the indurated base of the tumor. As much of 
this was scraped away as seemed to be permissible. A current of cold 
carbolized water was next turned into the stomach and was allowed to 
run until the fluid returned clear. The stomach contracted to the size 
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of a small fist under this treatment, and I became convinced from what 

X saw that haemorrhage from the stomach can be easily controlled by 
menus nf mM J 3 


The operation lasted one hour and a half, the patient showed no 
signs of collapse and in fact slept quietly for five hours after the ope- 
ration. Just before the administration of the chloroform he had been 
given /, gr. of morphine hypodermically. The masses removed 
weighed 14 ounces and were carcinoma vulgarc (Virchow). 

Late in the evening, about nine hours after the operation, patient 
drank a glass of milk which he retained. He drank another glass at 
midnight, and another at 8 o’clock in the morning, complained of no 
pain and slept. When I arrived about 9 o’clock the next morning and 



Fic. 3 .—Diagram of Method of Closing the Opening into the Stomach 
Tempo rawly. 

1, Space to be filled with gauze ; 2, point of adhesion between stomach and abd„m- 
maiwaii; 3, the two layers of peritoneum held together by stitches; 4, loop of a 


heard the above report, I fully expected to see the gauze and cotton 
which had been placed over the wound drenched with milk. But I 
was agreeably surprised when I found the dressings dry and adherent 
to the edges of the opening. I did not change them but replaced them 
and fastened the rubber elastic web which I use after every laparotomy 
fully satisfied to let well enough alone. 

At 6 p. m. I returned, found temp. 99'/,, pulse 80, patient comforta- 
b e- The nurse reported that he had one pint and a half of milk, two 
cups of beef tea and some water. The dressing was not changed un¬ 
til the fifth day when, probably on account of too voracious eating and 
drinking, a part of the contents of the stomach escaped through the 
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fistula. This greatly alarmed the patient, and I was sent for. I 
changed the dressings and they had to be changed twice or three times 
every day thereafter, because there was more or less escape of ingesta 
through the fistula. On the sixth day I removed all the silk sutures, 
perfect union having taken place; the temperature and pulse were 
normal. On the tenth day the patient sat up, and on the twelfth day 
left the room. He was discharged on the 2rst day, after having 
learned to nourish himself in such a manner that his fistula leaked but 
little. His appetite was good, he had no pain, no vomiting, and ex¬ 
pressed himself in the most grateful words. 

Two months after the operation he returned and I made a careful 
exploration with my finger while the patient was chloroformed. I 
found no return sufficient to warrant another curetting. The finger 
detected a hard granulating surface as large as two silver dollars at 
the seat of the tumor. Since his fistula was troublesome I closed it in 
the manner shown in Fig. 3. A glance at the drawing will explain the 
method. The edges were cut loose from the skin with scissors, then 
they were turned down by detaching them from the abdominal parietes 
with blunt'instruments. The peritoneal surface was changed from a 
glistening smooth membrane to a white fascia-like character, but nev¬ 
ertheless the surfaces healed up by adhesion after being turned down 
and united by five Lembert sutures. The only precaution I took was 
to put the patient on very small diet for four days. The upper part 
of the wound was kept plugged with absorbent gauze, and was rapidly 
filling up with granulations when the patient was discharged with his 
fistula closed. 

On September 20, patient writes me that he has vomited for the first 
time since the operation and that he is not quite so well. At my re¬ 
quest he came to the hospital and I reopened the fistula wide enough 
to introduce one finger. Finding a distinct return of the carcinoma 
I introduced the curette and scraped away all that was soft and yield¬ 
ing, the masses removed weighing perhaps two ounces in all. The 
operation was very simple and requited but ten minutes to finish. The 
patient was not compelled to take to his bed at all on account of it, 
and the fistula contracted so in a few days that there was no escape of 
contents from it at all. Patient has again gone home much relieved 
and in good spirits. I will make no attempt to completely close the 
fistula, because it is very probable that several more operations will be 
necessary before the patient must succumb. I have kept several cases 
of carcinoma of the rectum and of the uterus in rather comfortable 
condition by repeated curetting, for from two to four years, and there 
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IS no reason why the same treatment may not be equally as successful 
in cases of cancer of the stomach. 

Case II.— Mrs. W. S„ sent to me by Dr. Reiss, of Washington, 
, ’ set. 51 years, had all symptoms of a stenosis of the pylorus caused 

by carcinoma in such a marked degree that the diagnosis was clear. 
Her sufferings were indeed pitiable; she was actually starving to 
death. She was much emaciated, having lost over 45 pounds during 

e past eight months. She usually vomited between two and three 
hours alter meals. The vomit was always mixed with blood in various 
degrees of decomposition or digestion. After she had vomited she 
was accustomed to take a small quantity of peptonized milk and I 
unk she derived most of her sustenance from this and small quanti¬ 
ties of wine which she could bear on her stomach at times. At other 
times even these articles of food would cause her stomach to become 
dilated and extremely painful. The paroxysm of pain would last un¬ 
til relieved by vomiting, which sometimes kept the patient in agony 
for four or even five hours. This patient was in the habit of taking 1 
to 2 grains of morphine per day. ° 

A movable tumor was situated exactly in the median line between 
umbilicus and sternum. When the stomach was dilated or after meals 
the tumor moved about two inches to the right of the linea alba and down¬ 
wards. The tumor was not much larger than a hen’s egg and very hard. 

I he patient demanded relief by an operation and agreed to leave to me 
the choice of the measures to be adopted. I prepared everything for 
a pylorectomy and performed the operation of laparotomy at the pa- 
hent s residence, in St. Louis, on July 20, after the usual preparations. 

e tumor was easily found immediately after opening the abdomen in 
the linea alba. A section of it is represented in Fig. 4. The omen- 
him, was fun of small indurated glands and the duodenum seemed 
hrm y held down to the pancreas by adhesions. The pylorus also was 
rmly attached to the head of the pancreas by a bunch ot hardened 
lymphatic glands. The pyloric end of the stomach was very hard, the 
tumor evidently being a circular scirrhus. I immediately closed the 
incision in the linea alba and then made another, parallel to the free 
border of the ribs, and perfo'rmed a gastrostomy just as described in 
case I, with the difference that in this second case, the patient being 
much thinner, fewer sutures were used and the operation much more 
quickly finished. 


On introducing the finger in the direction of the pylorus I found it 
impossible at first to pass even the end of my finger into the stenosed 
part. An injection of warm water was made with the hope of dilating 
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the contraction. This proved useless. After some trouble I succeeded 
in passing a bougie a boule, No. 24 French, through the scirrhous 
mass. Then, by first using smaller uterine curettes and following 
them with larger ones, I succeeded in scraping a tunnel through the 
mass into the duodenum large enough to admit the index finger. 
There was no alarming haemorrhage at any time during the curetting. 
The curette was used in this case for thirty-five minutes and every por¬ 
tion of the indurated mass was removed, so that one of the assistants 
who examined after I had finished could feel no hard tissue on the 
surface whatever. 

The masses scraped out weighed only 14 drachms, some parts of 
course being lost. The microscopical examination showed it to be a 
scirrhous cylindroma, which is a variety of epithelioma sometimes 



Fig. 4—Cancer of Stomach.—C ase II. 

found at the pylorus and at other parts of the intestinal tract. The 
entire operation, explorative laparotomy included, lasted one hour and 
twenty minutes. 

The subsequent history of the case offers no interesting particulars. 
The healing process was afebrile, all symptoms of obstruction have 
disappeared, appetite has returned and the patient has gained twelve 
pounds in weight, although little more than two months have elapsed 
since the operation. The fistula has greatly contracted and gives the 
patient so little inconvenience that she refused to have any operation 
performed for the purpose of occluding it. Patient has never once 
vomited since the operation, eats a regular “ farm-hands” meal, and 
has completely given up the use of morphine. 
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From my experience in the two cases I hardly feel war¬ 
ranted in drawing very definite conclusions in regard to the 
best technique to be employed during the operation. Some 
surgeons suggested to me to do the curetting before attach¬ 
ing the stomach to the abdominal wall. They thought that 
this plan would enable the operator to have the left hand on the 
outer or peritoneal surface of the tumor while the right hand 
was using the curette within the stomach, the incised por¬ 
tion of the stomach to be held entirely outside of the abdomi¬ 
nal cavity during the whole operation of curetting, something 
after the manner of Richardson in his celebrated case of gas- 
trotomy for removal of a denture from the lower part of the 
(Esophagus. I cannot adopt this suggestion for several rea¬ 
sons : 

1. The hand is introduced immediately after the first incision 
and makes a thorough exploration of the external surface of 
the stomach, thus giving the operator all the knowledge he 
needs concerning the condition of the serous and muscular 
coats of the stomach over the tumor. 

2. It is difficult to hold the stomach so securely outside of 
the abdomen, while working inside with the curette, that none 
of the juices or particles of debris will infect the wound. In or¬ 
der to hold the stomach entirely outside of the abdomen a 
much larger incision is necessary than is needed for my plan of 
operating. 

3. By using cold water injections the stomach can always 
be made to contract to such an extent that any part of it will 
be made easily accessible to the curette and to the fingers, or 
even to the eye, if necessary, through the fistula. In both of 
my cases I could easily have reached into the cardia with the 
point of my finger after the use 01 the ice water, and that is 
certainly the most distant part from the incision made by me. 

4. By first carefully suturing the stomach to the abdominal 
wall, the organ is securely fixed and all manipulations on its 
inner surface are very much facilitated. 

The operation of gastrotomy with the intention of dropping 
the stomach back into the abdomen, after having scraped 
away a malignant tumor and closed the stomach, was well 
considered by me, but I would not advise its performance for 
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the obvious reason that a recurrence is always expected which 
would require repeated laparotomies. On the other hand, 
having an artificial opening into the stomach we can prevent 
the return of obstruction at the pylorus with rapidity and 
safety, thus obviating the terrible death by starvation which 
might otherwise be the fate of our patients. Besides, the ar¬ 
tificial opening permits of local treatment by means of caus¬ 
tics, drainage, disinfectants, etc., in a manner simple in execu¬ 
tion and efficient in its application. 

In certain cases the surgeon will be agreeably disappointed 
in finding a benign pedunculated myoma, lipoma, villous con¬ 
dyloma or simple mucoid polypus. In such a case or in case 
a hair tumor should be found within the stomach, as in Thorn¬ 
ton’s case, the immediate suture of the stomach incision would 
be proper. In this emergency I would advise the cutting of 
the sutures which form the fistula, and the immediate closure 
of the stomach by Czerny-Lembert sutures. I do not think 
that the thread-holes in the stomach would in any way mili¬ 
tate against the healing by the first intention. This complica¬ 
tion is not likely to happen because a benign tumor will in all 
probability be diagnosed from maalignant neoplasm after lap¬ 
arotomy and previous to opening the stomach; or, at least, 
before the second tier of sutures is applied for the establish¬ 
ment of the fistula. 

The question as to the effect of the gastric juice upon the 
raw surface which will be left within the stomach gave me 
considerable anxiety in my first case, and I had thought of 
using alkaline water to neutralize its effect. The remarkably 
favorable course of both cases, however, as well as the expe¬ 
rience of other surgeons in plastic operations on the stomach 
seem to indicate that this fear is not well grounded and that 
the gastric juice has scarcely any effect upon living tissues, 
well supplied with circulating blood. 

The only operation which comes into direct competition 
with the one here described is gastro-enterostomy because it 
has been performed in exactly the same class of cases for 
which I would recommend my operation. At the Congress of 
German Surgeons in 1885, von Hacker says ofWolfler’s opera¬ 
tion (gastro-enterostomy) “out of our eight cases of cancer of 
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the pylorus, death followed immediately upon the operation in 
five and one died a month afterwards of tuberculosis and ma¬ 
rasmus.” * * * “l n general, the results of the operation 

cannot be called favorable.” * * * “ In cases of carcino¬ 

ma the aim of the operation is not very high, it is intended only 
to give a short prolongation of life, free from the tortures of ab¬ 
straction." 

This is exactly what is intended by my operation, and I think 
that the percentage of mortality, judged by the results of gastros¬ 
tomy for obstructing cancer of the oesophagus, and by the improved 
methods of operating, will be a very small one. 

The operation is indicated in all cases of pyloric cancer, with 
stenosis ,' in which the radical extirpation is impossible on account 
of adhesions to neighboring organs or infiltration of the lym¬ 
phatic glands. It will be found proper to do my operation in the 
ratio of about twenty cases to each one suitable for pylorec- 
tomy. 
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